lation, the Turkey population is getting older. According to the World Health Organization (WHO) Turkey report, the average life expectancy is 73 (male) and 79 (female) years, and expected to increase in the future. 8 Consequently, the increased proportion of elderly patients with incidentally diagnosed kidney tumors may be a management and treatment challange in the future.
The tumor, node, metastasis (TNM) staging system, Fuhrman grade, histological subtype, and performance status are crucial factors that affect the survival of RCC. 9 Age may be one of these factors that affect prognosis of RCC. Various studies have investigated the relationship between age and survival in RCC. 2, 3, 10 However, the prognostic significance of the age factor is still controversial.
The present study aims to investigate the outcomes of survival in elderly individuals with RCC in our series.
MATERIAL AND METHODS

STUDY POPULATION
From January 2010 to June 2019, 174 patients with RCC who underwent surgery in our institution were analyzed. The Ethics Committee of the institution approved the study to the provisions of the Declaration of Helsinki (T.C Health Sciences University Okmeydanı Training and Research Hospital, Date: 13.04.2018, Number: 48670771-514.10/ 873). Age, gender, history, presentation, tumour size, TNM stage, histological subtype, and Fuhrman grade were collected from patients records. Staging were done according to the AJCC. 11 Afterward, patients were separated into two groups with the cut off value of 70. Below the 70 years of age was defined as Group 1, whereas, the patients above the 70 years of age was defined as Group 2. The time from the surgery to death from RCC was defined as overall survival (OAS) time. The time from the surgery to death from RCC was defined as diseasespecific survival (DSS) time. The tumors except from RCC were excluded from the study.
STATISTICAL ANALYSIS
The data were analyzed with SPSS version 22.0™ (IBM Corporation, California). The Kolmogorov-Smirnov test was used to test the normal distribution of the variables. The univariate analyses were performed utilizing the Mann-Whitney U test. Kaplan-Meier curves and Cox regression analyses were utilized to collate the survival rates. Statistically insignificant variables were excluded in the multivariate analysis. All p values were two-tailed. A p-value of <0.05 was noted statistically significant.
RESULTS
A total of 174 patients were evaluated. Characteristics of all patients were demonstrated in Table 1 . One hundred three patients were in first Group and 71 patients were in second Group. The mean age of Group 1 was 56.9±10.2 and Group 2 was 77.0±5.2 (p<0.001). There was no statistically significant difference between gender in two groups (p=0.643). The mean tumor size was 7.1±3.0 cm in the first Group and 7.5±2.8 cm in the second Group (p=0.434). In Group 1, radical nephrectomy was performed to 61 patients and partial nephrectomy was performed to 42 patients. Forty-nine radical nephrectomies and twenty-two partial nephrectomies were performed in Group 2. In Group 1,48 patients (46.6%) were in pT1 stage, 26 patients (25.2%) were in pT2, 27 patients (26.2%) were in pT3, 2 patients (1.9%) were in pT4 stage. In Group 2, 16 patients (22.5%) were in pT1 stage, 29 patients (40.8%) were in pT2, 26 patients (36.6%) were in pT3. There was no pT4 stage patient in Group 2. Elderly patients were more likely to have high stage (pT2-pT3) tumor (p=0.005). There was no statistically significant difference in the distribution of Fuhrman grade between groups (p=0.897).
Mean disease-specific survival time was 140.3±6.7 months in Group 1, while it was 105.3 ± 7.9 months in Group 2 (p=0.061). Mean overall survival time was 132.0±7.5 months in Group 1 and 95.2±8.3 months in Group 2 (p=0.046). Actuarial estimated disease-specific survival at 5 years was 88.5 % in Group 1 and 78.1% in Group 2 (p=0.061, Figure 1 ). Actuarial estimated overall survival at 5 years was 83.0% in Group 1 and 70.7% in Group 2 (p=0.046, Figure 2 ). Table 2 presents the Cox regression analysis results. pT stage and Fuhrman grade were independent predictors of survival in multivariate Cox regression analysis.
DISCUSSION
Elderly population diagnosed with renal cell carsinoma has remarkably raised in the recent years. Various studies have investigated the correlation between age and survival rates. 7, [12] [13] [14] [15] However, there are still controversial issues amongst urologists regarding to this relationship. This inconsistency could arise from different classifications of age in different studies. Our study showed that there was no significant difference on DSS rates between two groups (p=0.061). However, there was a difference in OAS rates against elderly patients (p=0.046). Our findings are compatible with previous studies. Gao et al. 14 found that older patients have significantly poorer OAS rates than those under 40 years of age. However, they have not found the statistically difference with regard to CSS between these groups on multivariate analysis. 14 Thompson et al. conducted a study which allocated the patients as follows (<40 years, 40-59 years, and 60-79 years) and they did not show any statistical difference in disease-specific survival rates in these groups. 12 Our study showed that elderly patients were more likely to have high stage (pT2-pT3) tumor (p=0.005). Aziz et al. reported that younger individuals had a more local disease, more chromophobe histologic type, smaller cancer diameters, and desirable disease-specific survival rates. 10 Taccoen et al. demonstrated that Renal cell carsinoma in younger adults was generally local at initial and had a better prognosis than elderly individuals. 2 In a study from Turkey, Yıkılmaz et al. divided the patients into two groups according to age as follows ≤50 years and >50 years. 16 They reported that there was no significant difference regarding to gender, tumor size, laterality, surgical and pathologic features between two groups. 16 The TNM stage is a broadly utilized prognostic factor for cancer survival. 17 Şimşek et al. reported that radiological lymph node involvement and stage were independent predictors that affecting the survival rates of renal cell carsinoma patients. 18 Low TNM stage tumors are associated with better survival rates. 19 In our study, the younger group had a lower pT stage. Additionally, in Cox regression analysis, pT stage and Fuhrman grade were independent predictors for survival. We think that this result may arise from the increased early detection of renal masses. Patients with incidentally diagnosed renal masses incline to demonstrate with a lower grade and stage. Also they seem to have better desirable survivals than those with symptomatic patients. 13, 20, 21 In this study, there was no statistically significant difference in the distribution of Fuhrman grade between groups (p=0.897). Our findings regarding the distribution of histological subtypes are compatible with previous reports. Chromophobe, pa pillary and clear cell, histology account for about 5%, 10% and 80% of all renal cell carcinomas, respectively. 22 Kim et al. found that chromophobe histology was dominant in younger patients in their study. 13 general, chromophobe subtype has a lower progression risk compared with other histologic subtypes. 23 Another study showed that histology of clear cell rises with age, whereas histology of chromophobe reduces with age. 3 One study reported that the histology of clear cell reduces with growing decade of life whereas the histology of papillary rises with the growing decade, and the histology of chromophobe does not alter with the decade. 24 Guidelines currently promote surgical approach for resectable renal masses. 7 Other treatment options are ablation or expectant management (EM) which has become known management strategy, especially in small renal masses. [25] [26] [27] Expectant management has attracted the attention, especially, the management of elderly individuals with a limited life expectancy with its advantages such as modest annual growth rates, low metastatic potential, and low risk of cancer-related mortality. 7 Life expectancy and functional status are important factors for the selection of candidates for surgery. Özcan et al., in a review, concluded that the ideal treatment for renal masses in elderly individuals should be determined based on the evaluation of criteria such as comorbidities, patient age, renal function, and tumor characteristics. 28 With respect to the WHO Turkey report, the average life expectancy is 73 (male) and 79 (female) years, and expected to increase in the future. 8 Briefly, we think that only age should not be taken into account in predicting the prognosis of RCC patients after surgery. Our results recommend that surgery may be an option for older patients with RCC to avoid the potential hazard. Similar with RCC surgery, a recent study from Turkey found that oncological outcomes of radical cystectomy were comparable between young and elderly patients (cut-off value 70 years of age) and age should not constitute a contraindication for radical cystectomy operations. 29 The first limitation of the current study is being a single-center experience and its retro-spective design. Secondly, the sample size of the groups is relatively small. Another limitation of our study is no evaluation of performance status and comorbidity indices. However, despite these limitations, we consider that our results may provide sufficient contribution to the litera ture.
CONCLUSION
Consequently, our findings demonstrated no statistically significant difference in disease-specific survival rates between elderly individuals with RCC, those compared with younger ones. This study recommends that surgery may be an option for older patients with RCC to avoid the potential hazard, and only age should not be taken into account in predicting the prognosis of RCC patients after surgery.
S So ou ur rc ce e o of f F Fi in na an nc ce e
During this study, no financial or spiritual support was received neither from any pharmaceutical company that has a direct connection with the research subject, nor from a company that provides or produces medical instruments and materials which may negatively affect the evaluation process of this study. C Co on nf fl li ic ct t o of f I In nt te er re es st t No conflicts of interest between the authors and / or family members of the scientific and medical committee members or members of the potential conflicts of interest, counseling, expertise, working conditions, share holding and similar situations in any firm.
